There is now widespread agreement on the benefits of an integrated, people-centred health workforce, but the implementation of new models is difficult. We argue that we need to think about stakeholders and power, if we want to ensure change in the health workforce. We discuss these issues from a governance perspective and suggest a critical approach to stakeholder involvement as an indicator of good governance. Three models of involving stakeholders in health workforce governance can be identified: corporatist professional involvement either in a continental European model of conservative corporatism or in a Nordic model of public corporatism; managerialist and market-centred involvement of professions as organizational agents; and a more inclusive, network-based involvement of plural professional experts at different levels of governance. The power relations embedded in these models of stakeholder involvement have different effects on capacity building for an integrated health workforce.
Introduction
There is now widespread agreement that the health workforce should be more people-centred and integrated across professional groups and healthcare sectors, yet the implementation of new models is often difficult. [1] [2] [3] In this 'perspective' article, we argue that we need to talk about stakeholders and their power, if we want to ensure change in the health workforce. Assessments of health systems governance have shown that strengthening stakeholder involvement is a major policy lever for governance innovation and an important tool for improving performance. 4, 5 In policy discourse, stakeholder involvement is defined by commonly shared values of inclusion and participation, but in the real life of healthcare, 'participation is for a purpose' 4 and this brings power and interests into play.
Health workforce governance is an interesting case: many who have a stake in health workforce governance are professional groups, who are often more influential and have better resources compared to other stakeholders. There are also significant power differentials among professional groups, reflecting the 'medical division of labour' and the subordination of 'care'. This is not simply an issue of professional interests and the jurisdiction of work. Instead, it forms the very basis for the organization of healthcare service provision, governance and funding schemes across countries. In short: professions are deeply entrenched in healthcare systems, and this calls for a critical approach to stakeholder involvement as an indicator of 'good governance', notably an approach that is sensitive to power and contexts.
Professional stakeholder involvement in health workforce governance: who is in the driver's seat?
Three forms of stakeholder involvement in health workforce governance can be identified: (1) corporatist professional involvement in the form of either a continental European model of conservative corporatism or a Nordic model of public corporatism, (2) a managerialist and market-centred involvement based on new public management (NPM) and (3) a more inclusive, network-based involvement of plural professional experts at different levels of governance.
Corporatist professional stakeholder involvement
The corporatist model is historically the oldest approach to involving professional stakeholders in health workforce governance; it is strongest at the regulatory/health system level, but also has implications at the mesomicro levels of the organization. There are two ideal types. The German healthcare system illustrates a model of conservative corporatism. Here, strong medical stakeholder involvement at both the health system and provider levels lead to fragmented health workforce governance and monitoring systems as well as a lack of comprehensive policy reform for an integrated patientcentred health workforce. Efforts to expand stakeholder involvement are poorly developed and capacity building for an integrated health workforce is weak, especially at the macro-level of governance. Despite strong demand for integrated care, Germany lags behind developments in the European Union (EU) and OECD countries in relation to trans-sectoral governance, task-shifting and new roles for nurses and therapists. 6 Similar problems are reported from Belgium, pointing to system-based constraints. 7 The Belgian study found that in a context of decentralized governance and a long tradition of policy negotiation, stakeholder networks tend to be more centralized and homogeneous. This gives only weak opportunities for alliances between diverse groups and may in turn weaken opportunities for more comprehensive policy reform. For instance, 'respondents supported an enhanced role for general practitioners but did not support radically new policies' (Lorant et al., 7 p.235). A model of public corporatism is especially relevant in the Nordic countries, but to some degree also in the Netherlands. This model of corporatism provides better opportunities for plural professional stakeholder involvement and integrated care based on multiprofessional teams. However, the model is also based on membership in a professional group, rather than a care team or organizational function. This may reproduce 'professional silos' and ultimately limit the capacity for an integrated health workforce.
New public management-driven professional stakeholder involvement
The management and market-driven model of stakeholder involvement sees health professionals as 'organizational agents' to serve provider interests and improve performance and management. Since the 1990s, this approach has gained relevance in most healthcare systems although to different degrees. NPM shifts governing powers from the system (macro) to the organization (meso) level. While this may accelerate changes in the health workforce, capacity for an integrated, people-centred health workforce remains limited, constrained by ad hoc organizational interests and market competition. The medical profession is typically the lead stakeholder and may even increase its influence through new managerial roles, while nurses are increasingly involved, especially in middle-to lower-level management tasks. Furthermore, stronger user/patient involvement is based on a consumer role to exercise control of markets and professionals, as well as to reduce costs. Similarly, the involvement of informal carers and lower level professional groups in long-term care is primarily born out of economic interests and often neglects issues of professional development. In sum, this form of stakeholder involvement provides only some capacity for an integrated health workforce, and the effects are highly uncertain and not necessarily sustainable.
Plural and multi-level professional stakeholder involvement
A more inclusive and bottom-up-driven model of stakeholder involvement connects a range of diverse professional groups and different levels of governance, following a network-based approach to governance. Capacity for healthcare innovation through closer involvement of professionals beyond classic regulatory tasks has primarily been explored in relation to the role of doctors in clinical management. 8 More recently, nurses have gained some recognition, but other health professional groups and team approaches are widely ignored.
For instance, one federal state in Germany introduced a regional health workforce monitoring model, which systematically connects the expertise of a broad range of health professional groups (except doctors). This made it possible to overcome in part the fragmented governance, professional silo approaches and strong medical leadership typical of the German healthcare system. The results show improvements in health workforce planning, including better knowledge about skill mix changes and cross-border mobility. 9 In Denmark, a recent regional initiative introduced team approaches and closer connections between health and social care in primary care. Research highlights that professional groups took an active role to ensure inter-professional collaboration. Importantly, this strategy was strongly driven from the bottom-up and by a shared goal across professional groups to improve care for patients in community settings to ensure people-centred services; this is very different from NPM-based strategies driven by organizational goals and markets. 10 Both examples highlight that bottom-up-driven stakeholder involvement at micro-meso levels of healthcare may significantly enhance capacity building for an integrated health workforce if connected to multiple professional groups and macro-level policy support. The innovative potential of this emerging model together with the role of health professions as change agents and team players (rather than boundary fighters) is still poorly researched and deserves greater attention.
Conclusions
We have argued for a more critical approach to stakeholder involvement in health workforce governance, which brings power and interests into focus. Health workforce policies are driven by the ad hoc interests of policy-makers to reduce workforce costs, to ensure staffing levels, or improve competencies in one segment of healthcare or one professional group. In this situation, stakeholder involvement might turn out to be a double-edged sword. Stronger stakeholder involvement may in effect support the interests of the most powerful professional group, typically doctors, and constrain capacity building for an integrated health workforce. This may especially occur if stakeholder involvement is embedded in conservative corporatism at the system level and lacks bottom-up involvement by a broader range of health professions. Similar problems may occur if health professions are seen as 'agents' of market-driven organizational interests rather than as champions of people-centred care. In contrast, stakeholder involvement may significantly increase capacity for integrated health workforce change, if based on plural health professional groups and multi-level governance arrangements that include professional expertise emerging from the bottom-up.
These examples show that stronger stakeholder involvement in health workforce governance does matter, but that it does not always support the policy goals of an integrated health workforce. An assessment of governance, 4 when applied to the health workforce, should therefore look at the interface of 'stakeholder involvement' and 'capacity', and explore power relations embedded in different models of governance. This could provide much needed knowledge on how to make an integrated, people-centred health workforce happen.
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